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Abstract
Introduction: The Coronavirus Disease 2019 (COVID-19) pandemic led to a significant
rise in the use of telehealth for healthcare delivery. The University of Nebraska Medical Center
(UNMC) outpatient psychiatry clinic began using telehealth for nearly all patient visits shortly
after the pandemic began. This project was intended to evaluate the effects of this change on
patient visits with the geriatric psychiatry department at UNMC. For the months of April-August
2020 and April-August 2019, when in-person visits were still the norm, the following were
compared: (1) no show and cancel frequency; (2) patient visit duration; (3) frequency of patient
phone calls to clinic between visits; and (4) relationships of demographic factors and diagnoses
of neurocognitive disorders to the rates of cancels and no shows. Methods: Data was analyzed
with tabulation of demographics; two-tailed t-test analysis of visit length for both new visits and
follow up visits; regression analysis of no-show and cancel rates for visits; and two tailed t-test
of number of phone calls made to clinic nursing staff between appointments. Results: There was
no significant difference in the rate of no-show/cancel for visits between the two years of the
study. In 2019 the rate was 23.66% and in 2020 the rate was 26.44% (p=0.61). Additionally,
there was no significant difference in the length of visits between the two years. In 2019 the
average visit length was 28.76 +/-8.51 minutes and in 2020 the average visit length was 25.91 +/11.00 minutes (p=0.05). Regression modeling did suggest that age had a significant effect on
length of visit. For the year 2020, phone visits were predicted to be 9.67 minutes shorter than
telehealth visits (p<0.001). Finally, there was a significant increase in the number of patient
phone calls to clinic between appointments. The average monthly number of calls in 2019 was
365.2 +/- 51.4 and the average in 2020 was 477.8 +/- 21.3 (p=0.002). Discussion: It is
encouraging that there was no significant difference in the no-show/cancel rate or visit length;
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suggesting that care was not interrupted by the change in mode of delivery at the geriatric
psychiatry clinic during the pandemic. It was noteworthy, however, that there was an increase in
monthly phone calls to the clinic between patient visits; suggesting a possible increase in patient
distress.
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Chapter 1—Introduction

Research Question
The COVID-19 pandemic has seen an increase in the use of telehealth as a way to
continue healthcare delivery while minimizing in-person contact between patients and providers.
This has led to anticipation that telehealth will continue to be utilized more after the COVID-19
vaccination begins. Older adults, defined as individuals 65 years and older, are particularly at
risk of both the virus and increased isolation. After the COVID-19 pandemic began, the
University of Nebraska Medical Center (UNMC) outpatient psychiatry clinics switched to nearly
100% video or telephone patient encounters. This included the geriatric psychiatry clinic. The
purpose of this project is to evaluate and analyze the visit attendance at a geriatric psychiatry
clinic during the COVID-19 pandemic (April – August 2020) compared to the same period one
year prior (April – August 2019).

Specific Aims
Primary Aims:
Aim 1: Compare frequency of no shows and cancellations among geriatric psychiatric patients at
UNMC during the months of April, May, June, July, and August in 2020 to the same months in
2019.
Aim 2: Compare visit duration among geriatric psychiatric patients at UNMC during the months
of April, May, June, July, and August in 2020 to the same months in 2019.
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Secondary Aims:
Aim 3: Compare frequency of patient phone calls to UNMC geriatric psychiatric clinic nursing
staff between appointments during the months of April, May, June, July, and August in 2020 to
the same months in 2019.
Aim 4: Investigate the relationships of demographic factors and diagnoses of neurocognitive
disorders to no show and cancellation occurrence among geriatric psychiatric patients at UNMC
using data from April-August in 2019 and 2020.

Significance
This research will explore contributing factors which could lead geriatric psychiatric
patients to miss telehealth visits. Additionally, this project will allow for a comparison between
the previous “normal” of mostly in-person visits and the current state of outpatient care delivery
primarily by telehealth. Comparison of patient call-ins to the clinic nursing staff between visits
may be indicative of patients’ distress or loneliness.
It is anticipated that this research will inform geriatric psychiatric providers regarding
telehealth services and will inform the UNMC geriatric psychiatric clinic regarding quality of
patient care during the COVID-19 pandemic. As there may be a larger push toward increased use
of telehealth services in the future, officials and policymakers will need evidence in making
billing and health policy decisions.
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Chapter 2—Background and Literature Review

Coronavirus Disease 2019 (COVID-19) was declared a pandemic by the World Health
Organization (WHO) in March 2020 (AJMC, 2020). The disease has been known to be
especially dangerous for adults aged 65 and older, who were found to have a worse prognosis
after contracting the disease early in the pandemic (Wang et al, 2020, CDC, Older adults). Many
efforts were made to isolate older adults to minimize their exposure to the virus. This included
closing health clinics or putting care on hold.
On March 17, 2020, the Centers for Medicare and Medicaid Services expanded rules for
telehealth, allowing the same coverage for these visits as for in person visits (AJMC, 2020). This
change would incentivize providers to continue their practice remotely and safely during a time
when in-person gatherings were recommended against. Prior to this change, telehealth
reimbursement had been uneven depending on the state of practice and the payer, and policy
regulating it varies (Fanburg & Walzman, 2018).
Telehealth allows for healthcare delivery when an in-person encounter is not an option or
is inconvenient. Geriatric telepsychiatry has been effectively used since the late 1990s, largely in
inpatient, outpatient, and primary care settings. Its use has resulted in satisfaction for patients,
caregivers, families, and providers (Parekh, n.d.).
Telehealth is particularly useful for psychiatry compared to other medical specialties, as
an extensive, hands-on physical exam is not often included in a psychiatric health visit.
However, a typical psychiatric evaluation does include a mental status exam, much of which
involves visual assessment of a patient (APA, 2006). There are portions which cannot be
completed via video and more which cannot be completed over the phone. There may often be a
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need for training for staff present with the patient in person (i.e. at a long term care facility) to
check for medication side effects and/or signs related to neurological pathology (Parekh, n.d.).
Additionally, some have found added difficulty in using telehealth specifically when caring for
older adults with cognitive impairments, such as a lower comfortability with technology or even
refusing video services (Weiss et al., 2020).
Requiring healthcare delivery via video or phone visits has the potential to create new
disparities or exacerbate existing ones. Many patients (e.g., rural residents, those of low
socioeconomic status) may still not have access to reliable internet connection, although U.S.
internet user penetration is estimated to be 85.8% (Clement, 2020). Others may not have the
necessary understanding or comfortability with technology to successfully participate in video
visits. The Pew Research Center has found that while technology use has increased among older
adults, many do not feel confident using it or need help setting it up (Anderson & Perrin, 2017).
Older adults and/or those living with dementia or other neurocognitive disorders may especially
have trouble connecting via the internet. Such patients may need to rely on a caregiver, friend, or
relative to be present for the visit. This could lead to privacy concerns. A recent study published
in JAMA Internal Medicine found that 38% of older adults were “unready” for video health
visits, and 20% were unready for telephone visits (Lam et al., 2020). The Pew Research Center
reported in 2019 that 29% of adults with household incomes below $30,000 per year do not own
a smartphone, 44% do not have broadband internet service, and 46% do not have a traditional
computer. On the other hand, they found that these are all “nearly ubiquitous” in households with
incomes above $100,000 per year (Anderson and Kumar, 2019). The Pew Research Center has
reported that frequency of internet and information technology use is negatively associated with
increasing age (Lepkowsky & Arndt, 2019).
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Telehealth has been studied as a method to alleviate healthcare disparities in rural areas
(CDC, Telehealth). During the COVID-19 pandemic, telehealth has been relied on extensively
for healthcare delivery, particularly in psychiatric outpatient care. The Home Instead Center for
Successful Aging (HICSA) is a facility at UNMC which houses an outpatient geriatric medicine
clinic as well as a geriatric psychiatry clinic, among other services for older adults. The geriatric
psychiatry clinic at HICSA made the switch to nearly total telehealth visits at the beginning of
the pandemic, between March 9, 2020, and March 23, 2020. Zoom technology has been used
when possible, with some visits also switched to phone visits.
Another factor to consider is the increase in isolation that the pandemic has had,
particularly on older adults. Older adults have already been known to experience high rates of
loneliness and isolation. The University of Michigan National Poll on Healthy Aging has
previously reported that living alone has a strong association with the feeling of being lonely,
with 60% of those surveyed who lived alone reporting feelings of lack of companionship and
41% feeling isolated. Additionally, those who reported feeling isolated were more likely to rate
both their mental and physical health as “fair” or “poor” (Solway et al, 2019). A study by the
Administration for Community Living’s Administration on Aging found that increasing age is
associated with higher likelihood of living alone in older adults (2018).
Increasing loneliness and isolation may lead to concerning consequences. Loneliness has
a high prevalence among adults aged 60 and up, and chronic loneliness has been found to be
associated with an increased number of doctor visits (Gerst-Emerson & Jayawardhana, 2015).
Additionally, loneliness in adults over 60 has been found to be associated with increased
functional decline and death (Perissinotto, 2012). It has also been found to be associated with
significantly higher risks of health problems such as dementia, mood disorders, and
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cardiovascular disease (CDC, Loneliness). One study found that in adults aged 45 and older,
loneliness predicted respondents rating themselves as in poor health (Anderson, 2010). Social
isolation in older adults has been found to be predictive of symptoms of depression and anxiety
(Santini et al, 2020, Luo et al, 2021). Finally, social isolation has been found to be associated
with premature death (Holdt-Lundstadt et al, 2015). Previous research has found that some
patients may make healthcare visits due to loneliness and a need for interaction, rather than for
medical reasons (Neill-Hall, 2013).
This loneliness and isolation certainly increased during the pandemic. Adults aged 50-80
who reported feeling isolated from others was 56% in March-June 2020, compared to 27%
during a similar time frame in 2018. Additionally, nearly half of those surveyed reported feeling
more isolated than they did before the pandemic (Piette et al, 2020).
A review found that there is a significant gap in the literature regarding telehealth in
outpatient geriatric psychiatry practice, as well as on inpatient geriatric psychiatry units, while
several studies have been published regarding telehealth in nursing homes and dementia care
(Gentry et al, 2019). The effect of the pandemic on healthcare visit attendance and length is a
developing area, as is the pandemic itself. A survey of neuropsychologists during the COVID-19
pandemic during 2020 cited concerns with psychometric testing, lack of access to software or
technology, and privacy or legal concerns (Rochette et al, 2021). Previously, providers have
reported overall satisfaction with telehealth but dissatisfaction with audio quality or other
technological problems. Additionally, psychiatrists have reported discomfort treating patients
with cognitive problems (Dham et al, 2018). In interviews with psychiatrists regarding the switch
to telehealth during the pandemic, positive comments included seeing patients’ home
environments and patient gratitude for the availability of care in the midst of change, among
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other aspects. Negatives were reported to be poorer nonverbal cues, decreased privacy for
patients, audio problems, shorter visits, and time management problems (Uscher-Pines et al,
2020). During the shift, providers noted fewer no-shows and many patients’ preference for
telehealth over in-person visits (Smith et al, 2020). A scoping review published during the
pandemic reported problems with implementing telehealth such as trouble with patients with
cognitive, visual, or audio difficulties or limitations, lack of support, equipment, or technology,
and difficulty gauging patient comprehension or elder abuse clues due to lack of patient privacy
(Doraiswamy et al, 2021).
As stated above, telehealth has been used in patient care for some time now and has
largely been studied as a method of bridging gaps to patients in rural areas. This research aims to
illuminate potential impacts of a major shift to telehealth use in older adults, a population
reported to be less frequent users of technology than other age groups. Additionally, we hope to
examine potential evidence of increased isolation and distress in the patients at a geriatric
psychiatry clinic during the pandemic.
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Chapter 3—Data and Methods

Study design, setting and participants
This is a cross-sectional study design. The sample consists of geriatric psychiatric
patients seen at UNMC from April – August 2019 and April – August 2020. The study was
conducted at UNMC as a medical record review project with no recruitment or follow-up
periods. Data collection took place in February 2021. The eligibility criteria are as follows:
scheduled patient visits at geriatric psychiatry clinic during months of April, May, June, July and
August 2019 and April, May, June, July, and August 2020. Patient visits were included for
patients age 65 and older.

Data sources and variables
UNMC clinics use EPIC software for patient records. Data was obtained from chart
record review as well as through the analytics department at the institution. The principal
investigator conducted the record review.
For Aims 1, 2, and 4: Explanatory variables: year (2019, 2020), month (April, May, June,
July, or August), gender (male, female), age (in years), documented neurocognitive disorder
diagnosis (yes or no), encounter type (office visit, video visit, phone visit), and appointment
purpose (new patient vs returning patient). Outcome variables: appointment carried out
(completed or no-show/cancel) and appointment length (in minutes).
For Aim 3: Explanatory variables: year (2019, 2020), month (April, May, June, July, or
August). Outcome variables: phone calls to clinic nursing staff between appointments (in number
of calls).

11

Study size and statistical methods
It was anticipated that at least 200 scheduled visits occurred during the study period. Data
analysis included demographic data tabulation and presentation of patient characteristics; twotailed t-test analysis of visit length for both new visits and return visits; regression analysis of noshow/cancel rate for visits (number of no-show or canceled visits divided by the number of
scheduled visits); and two-tailed t-test of number of phone calls made to clinic nursing staff
between appointments. Interaction was assessed using interaction terms in a SAS model analysis.
Confounding will be assessed by comparing unadjusted odds ratios to adjusted odds ratios,
considering differences of 10% or more to be indicative of confounding at a significance level of
0.05.
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Chapter 4—Results

Demographics
The sample included 301 scheduled appointments with one provider at the specified
outpatient geriatric psychiatry clinic for patients aged 65 and older. These scheduled
appointments involved 123 unique patients. Of these patients, 82 were female and 41 were male.
Additionally, 40 of the 123 patients were noted to have a neurocognitive disorder documented on
their charts; 83 did not. The range of ages was 65 to 93. The median age was 74 years. The mean
age was 75.17 years with a standard deviation of 6.63 years.
As shown in Table 1, the sample included 93 scheduled appointments at this clinic in
2019 and 208 scheduled appointments in 2020. Patient demographics did not differ significantly
between years. In 2019, 29.03% of appointments were made by male patients and 70.97% by
female patients; in 2020, 36.06% of appointments were made by male patients and 63.94% by
female patients. Mean age in 2019 was 74.97 years and in 2020 was 74.84 years. In 2019,
25.81% of appointments were made with patients who had a documented neurocognitive
disorder; 74.19% were made with patients who did not. In 2020, 25.00% of appointments were
made with patients who had a documented neurocognitive disorder; 75.00% were made with
patients who did not.

Cancel/No-show rates
Of 301 total scheduled visits from the two years in the study period, 45 were classified as
new patient appointments and 256 were return visits. Of all the visits, 224 were completed, while
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69 were canceled and 8 were recorded as no show, resulting in an overall cancel/no-show rate of
25.58%.
As shown in Table 1, 93 scheduled visits for the specified time-period in 2019 were in
person, office visits: 16 new and 77 return. Of these, 71 were completed, 19 were canceled, and 3
were recorded as no show, resulting in a cancel/no-show rate of 23.66%.
During April-August 2020, 208 visits were scheduled; of these, 113 were telehealth, 80
were phone visits, and 15 were unspecified. There were 29 scheduled new visits and 179 return
visits. Of these, 153 visits were completed, 50 were canceled, and 5 were recorded as no show.
The cancel/no-show rate for 2020 was 26.44%.

Visit length
Visit duration was not recorded in the chart for all patient encounters. Data was available
for two new patient visits and 190 follow-up visits. Thus, only return visits were included in
analysis of visit length. Additionally, visit length was not recorded for no-show/cancel visits;
these were excluded from this portion of the analysis. No significant difference was found in the
likelihood of recording visit length between years 2019 and 2020. For 2019 completed
appointments, all 58 return visits (100.00%) had visit length recorded and 1 of 13 new visits
(7.69%) had length recorded (59/71 total; 83.10%). For 2020 completed appointments, 132 of
137 return visits (96.35%) had visit length recorded and 1 of 16 new visits (6.25%) had length
recorded (133/153 total; 86.93%). Of the 2020 scheduled return visits, 66 of 70 phone visits
(94.28%) had length recorded and 66 of 67 video visits (98.51%) had length recorded.
The mean visit length for all visits was 26.78 minutes with a standard deviation of 10.36
minutes. The range of visit length was 7 to 62 minutes, with a median length of 25 minutes. The
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mean visit length from 2019 was 28.76 minutes with a standard deviation of 8.51 minutes. The
mean visit length from 2020 was 25.91 minutes with a standard deviation of 11.00 minutes.
Two-tailed t-testing revealed that the samples from the two years had significantly unequal
variances; using the Satterthwaite method of unequal variances, there was no significant
difference between the mean visit lengths for the two years (p=0.05).

Cancel/no-show analysis
The rate of cancel/no-show was analyzed using logistic regression modeling in SAS. The
first model assessed the cancel/no-show occurrence as a function of year (2019, 2020), month
(April, May, June, July, August), gender (male, female), age (in years), documented
neurocognitive disorder diagnosis (yes or no), and appointment purpose (new vs return). The
encounter type (office visit, video visit, phone visit) was not included in this model as office
visits only occurred in 2019 and video and phone visits only occurred in 2020. As depicted in
Table 3, none of the variables included were found to have significant effects on this model.
Next, stratified analysis was performed to further examine each year separately. For
2019, one model was constructed, again excluding encounter type as a variable as all
appointments were conducted as in-person office visits. The model found that female gender
appointments had a significantly higher odds of no-show/cancel compared with male gender
appointments (OR 5.52 [1.17-25.94]. These results are depicted in Table 4.
For 2020, the encounter type was included as 113 appointments were via video, 80 were
via phone, and another 15 visits were unspecified in the chart. All 15 of these unspecified visits
were documented as no-show/canceled visits. To incorporate these into analysis, two more
logistic regression models were constructed. One model excluded the 15 visits from analysis and
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the other re-coded them all as video visits. When the visits with unspecified encounter type were
excluded, new patient visits were found to have significantly higher odds of no-show/cancel than
return patient visits (OR 3.20 [1.25-8.17]). These results are depicted in Table 5.
When the visits with unspecified encounter type were included and re-coded as video
visits, phone visits were found to have significantly lower odds of no-show/cancel than video
visits (OR 0.30 [0.14-0.66]). These results are depicted in Table 6.

Visit length analysis
Visit length was assessed using linear regression analysis in SAS. Multiple regression
modeling was used to assess visit length as a function of age, gender, year, appointment type,
and neurocognitive disorder diagnosis. As mentioned above, encounter type (office visit, video
visit, phone visit) was dependent on year. Thus, two separate models were used for analysis: one
model including the year and other including the encounter type. In each of these two models,
each one-year increase in patient age was associated with an expected shorter visit length
response. In the model which included encounter type as an exposure, each one-year increase in
age was associated with an expected 0.26 minute shorter visit length (p=0.04). These results are
depicted in Table 7.
In the model which included year as an exposure, each one-year increase in age was
associated with an expected 0.28 minute shorter visit length (p=0.03). These results are displayed
in Table 8. Encounter type was found to have a significant effect on visit length when included in
the model. Telehealth visits vs office visits and phone visits vs telehealth visits were associated
with 4.18 minute shorter visit length (p<0.001). These results are displayed in Table 9.
Additionally, while office visits and telehealth visits did not differ significantly in length, phone
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visits were significantly shorter, as evidenced in the plots (Figures 1 and 2). When modeled for
visits during 2020 only, the model predicted that phone visits had an expected length of 9.67
fewer minutes than telehealth visits (p<0.001). These results are displayed in Table 10.

Phone calls analysis
As shown in Table 2, the mean number of phone calls in 2019 was 365.2 with a standard
deviation of 51.4. The mean number of phone calls in 2020 was 477.8 with a standard deviation
of 21.3. Variances were deemed to be equal for the two samples. The means of the two samples
were found to be significantly different (p=0.002), with a higher average number of monthly
phone calls to the clinic during 2020.
Additionally, the Patient Message function in EPIC appeared to have a much higher use
during 2020 compared to 2019. Only 2 patient messages were recorded for the patients included
in the sample for 2019; 104 patient messages were recorded for the sample for 2020.
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Chapter 5—Discussion

Summary and key results
This study was intended to examine and analyze the distribution of outpatient geriatric
psychiatry visits at a UNMC clinic during the COVID-19 pandemic, and to compare visit
characteristics to the previous year based on no-show/canceled appointments, visit length, and
unscheduled calls. Analysis suggested that there was no significant difference in the rates of
canceled or no-show appointments during the study periods in 2019 (23.7%) and 2020 (26.4%).
This suggests that the switch to telehealth did not lead to an increase in missed appointments at
this clinic. Visit duration (in minutes) for follow-up appointments did not differ significantly
between 2019 and 2020 (28.8 vs. 25.9), although appointment type introduced more variation in
duration, with phone visits being shorter, on average, than office or telehealth visits.
Additionally, increasing patient age had an association with shorter visits during both years of
the study period. However, there was a significantly higher monthly number of patient phone
calls to the clinic during the study period in 2020 when compared to the period in 2019. We also
explored patient-level factors related to cancelled/no-show appointments but did not find any
significant associations.

Strengths and limitations
Strengths of this study include adequate sample size and the ability to compare
distribution of visits and phone calls over the same period from one year to the next, which is
assumed to have controlled for some confounding. Including all visits for the same provider
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during the specified time frame allowed for consistent data and the inclusion of multiple visits
from many patients.
Limitations of this study include an inability to account for many external factors that can
affect visit attendance, such as caregiver or family assistance, driving, or stable internet access.
Including survey data for this sample would have provided context for cancel/no-show rates and
visit length, as well as patient and provider satisfaction with alternative visit modes.

Interpretation
The results of this study are encouraging for comparable patient care between in-person
visits during 2019 and telehealth visits during 2020. This is especially important for this geriatric
psychiatric population, which is certainly a vulnerable one. As providers continue to use
telehealth moving forward, they can lean on data such as the results of this study to confidently
care for patients whether visits are in-person or via telehealth.
It is currently unclear how much of the telehealth landscape will be retained or expanded.
We need to consider outreach to patients after the pandemic and the technical infrastructure
involved (Haque, 2020). In a letter published in the American Journal of Psychiatry, several
psychiatric providers recommended the following: ensuring that different modes of telehealth are
available to patients, providing information on its use in multiple languages, and including a
person in the role of health care navigation to guide patients in the use of telehealth
(Nadkarni et al, 2020). Additionally, a report from the National Committee for Quality
Assurance recommended including telehealth in national quality measures for the future
(Liu et al, 2020).
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As the pandemic continues to develop, similar research is underway in other clinics
which also implemented rapid switches to telehealth use. The psychiatry clinic at UC Davis
conducted a two week trial period first, which was then extended. The authors noted similar
issues as noted above regarding technological hurdles on both the patient side and the provider
side; yet they reported positive results overall, largely thanks to the trial period (Yellowlees et al,
2020).
A report by another group at Houston Methodist Hospital focused on the importance of
using many communication platforms during their rapid conversion to telepsychiatry from
outpatient clinical psychiatry. Their paper detailed changes in their group therapy interactions
and mentioned psychological effects such as “Zoom fatigue” experienced by many patients and
providers. As one might expect, different people have different levels of comfortability with and
tolerance for different modes of delivery of care. The authors stressed being proactive in setting
the stage for appointments and managing higher risk patients or the potential for privacy
breaches (Sasangohar et al, 2020).
An article published in the Journal of the American Medical Association Psychiatry in
May 2020 posited that psychiatry will be “transformed” after the resolution of the pandemic. The
authors believe that this period is an opportunity to push for continued expansion of telehealth.
To do this, they say, providers should advocate for permanent adoption of the legislative
measures which allowed the rapid adoption of telehealth in their practices in March 2020.
According to the authors, returning to the old reimbursement rates and regulations will
negatively impact patient care (Shore et al, 2020).

20

Generalizability
This data will be generalizable to a similar geriatric (age 65+) psychiatric population in
the surrounding region, if not to a larger area. Additionally, much of the data will be partially
generalizable to other medical specialties for which telehealth is used, especially for those which
made switches to total or near total telehealth utilization during the COVD-19 pandemic in 2020.
It may not be generalizable to patients who rely on language services (translators) when
receiving care.

21

Table 1: Demographics of Visits by Year
2019

2020

Variable

p-value
Number

Total Visits

%

Number

93

%

208

Gender
Male

27

29.03

75

36.06

Female

66

70.97

133

63.94

74.97

(6.25)

74.84

(6.25)

0.87

Yes

24

25.81

52

25.00

0.88

No

69

74.19

156

75.00

Office Visit

93

100.00

0

0.00

Video Visit

0

0.00

113

54.33

Phone Visit

0

0.00

80

38.46

Unspecified

0

0.00

15

7.21

New Visit

16

17.20

29

13.94

Return Visit

77

82.80

179

86.06

Visit Length (Mean & SD)

29

(8.51)

26

(11.00)

0.05

No-Show/Cancel

22

23.66

55

26.44

0.61

Completed

71

76.34

153

73.56

Age (Mean & SD)

0.23

Neurocognitive Disorder

Encounter Type
<0.001

Visit Type
0.46

Appointment Status
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Table 2: Phone Calls to Clinic Nursing Staff by Year
2019

Phone Calls Between Visits Received by

2020

Number

SD

Number

SD

365.2

(51.4)

477.8

(21.3)

Clinic (All Providers) (Monthly Mean & SD)

Table 3: Odds Ratio Estimates for No-Show/Cancel Occurrence for Both Years
Effect

Odds Ratio

95% Confidence Interval

Gender
Male

1.00

Female

1.47

0.82-2.62

0.99

0.95-1.04

Age
Neurocognitive Disorder
Yes

1.00

No

1.14

2019

1.00

2020

1.08

0.59-1.99

0.88

0.72-1.07

0.59-2.23

Year

Month
Visit Type
Return

1.00

New

1.98

0.97-4.04
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p-value
0.002

Table 4: Odds Ratio Estimates for No-Show/Cancel Occurrence for 2019
Effect

Odds Ratio

95% Confidence Interval

Gender
Male

1.00

Female

5.52

1.17-25.94

0.99

0.90-1.09

Age
Neurocognitive Disorder
Yes

1.00

No

1.18

0.29-4.74

0.94

0.62-1.44

Month
Visit Type
Return

1.00

New

0.72

0.16-3.30
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Table 5: Odds Ratio Estimates for No-Show/Cancel Occurrence for 2020 with Unspecified
Encounters Excluded
Effect

Odds Ratio

95% Confidence Interval

Gender
Male

1.00

Female

0.94

0.43-2.09

1.01

0.95-1.07

Age
Neurocognitive Disorder
Yes

1.00

No

1.08

0.44-2.64

1.02

0.77-1.34

Month
Visit Type
Return

1.00

New

3.20

1.25-8.17

Encounter Type
Video Visit

1.00

Phone Visit

0.55

0.23-1.31
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Table 6: Odds Ratio Estimates for No-Show/Cancel Occurrence with Unspecified Encounters
Re-Coded as Video Visits
Effect

Odds Ratio

95% Confidence Interval

Gender
Male

1.00

Female

0.92

0.46-1.84

1.00

0.95-1.06

Age
Neurocognitive Disorder
Yes

1.00

No

1.24

0.55-2.80

0.91

0.72-1.15

Month
Visit Type
Return

1.00

New

1.78

0.74-4.30

Encounter Type
Video Visit

1.00

Phone Visit

0.30

0.14-0.66
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Table 7: Linear regression analysis of visit length including encounter type as an exposure
Exposure

Estimate

Standard Error

p-value

Intercept

58.06

10.31

<0.001

Gender

1.25

1.49

0.40

Age

-0.26

0.12

0.04

Encounter type

-4.18

0.90

<0.001

Month

-0.53

0.52

0.31

Neurocognitive disorder

0.39

1.83

0.83

Table 8: Linear regression analysis of visit length including year as an exposure
Exposure

Estimate

Standard Error

p-value

Intercept

6398.34

3384.77

0.06

Gender

1.07

1.56

0.49

Age

-0.28

0.13

0.03

Year

-3.14

1.68

0.06

Month

-0.29

0.55

0.59

Neurocognitive disorder

0.32

1.92

0.87
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Table 9: Linear Regression Analysis of Visit Length for Year 2019 Visits Only
Exposure

Estimate

Standard Error

p-value

Intercept

53.97

16.86

0.002

Gender

3.51

2.35

0.14

Age

-0.331

0.19

0.11

Month

-0.48

0.91

0.60

Neurocognitive disorder

1.81

3.14

0.57

Table 10: Linear Regression Analysis of Visit Length for Year 2020 Visits Only
Exposure

Estimate

Standard Error

p-value

Intercept

55.76

12.24

<0.001

Gender

0.88

1.82

0.63

Age

-0.19

0.16

0.23

Encounter type

-9.67

1.75

<0.001

Month

-0.24

0.61

0.70

Neurocognitive disorder

-0.68

2.15

0.75
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Figure 1: Visit Length Distribution as Function of Encounter Type (1 = Office visit, 2 = Video
Visit, 3 = Phone Visit)
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Figure 2: Visit length distribution as a function of year
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Application of Public Health Competencies

Foundational:
MPH1 – Apply epidemiological methods to the breadth of settings and situations in public health
practice: This project involves healthcare delivery and access in a geriatric psychiatry outpatient
clinic with applications in the broad outpatient setting.

Epidemiology Concentration:
EPIMPH3 – Utilize analytical approaches to describe, summarize and interpret epidemiological
data: This project involves analysis of collected data with multiple explanatory and outcome
variables.
EPIMPH5 – Apply principles of ethical conduct, cultural sensitivity and social justice to public
health research and practice: Both older adults and individuals with psychiatric conditions are
often marginalized in American society. This project will be intended to bring attention to this
issue as it relates to healthcare equity.
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